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NEW YORK.

I wish to present what to my mind is convincing evi-
dence that paresis, in its very earliest stages in that
stage which may be called one of "pr\l=ae\paresis,"is a dis-
ease that sometimes can be arrested. This arrest may
be permanent, and may be attended with so little men-
tal defect that one may call the patient practically cured.

PARESIS, TABES AND SYPHILIS.
It is now quite generally admitted that paresis is al-

most always a parasyphilitic disease; that is to say, one
which is due to the late and degenerative influence of
a luetic poison. Paresis is also looked on as a disease

which hasthe same relation to the brain that tabes dor-
salis has to the spinal cord. This relationship, indeed,
is so often and so plainly observed that it can be con¬
sidered a proved clinical and pathologic fact. We find,
for example, in from 5 to 10 per cent, of the cases of
degenerative syphilis of the nervous centers that the
patient suffers both from paresis and from tabes, and
has what is termed "tabo-paresis," the paresis gradually
associating itself with tabes, or vice versa.

THE ARREST OF TABES.

Now, nothing is more clearly established than the
fact that tabes dorsalis is -often arrested in its early
stages, so that a patient may live for 10, 20 or 30 vears,
and exhibit, no practical progress or change in his symp¬
toms. I have a number of patients under observation
who illustrate this undoubted condition; and my expe¬
rience, I am assured, is the common one.

If, then, tabes may be arrested in its early or pre-
tabetic stage, there seems no reason to suppose that we
can not. also arrest and cure paresis in its earlier stage,
and this is what I believe can be done.

The cases which I report, taken in connection with
other clinical experiences .which it is impossible to pre¬
sent without making my paper too long, have been suf¬
ficient to make me feel quite sure of my position in the
matter. I am not asserting that paresis, when it is once
well established, can be cured. In fact, I do not think
it can be ; and I know of no more hopeless malady when
it has once got a full start.

Paresis not infrequently shows remissions, and these
remissions may be prolonged to one or two, or even to
five or six years. In these remissions, however, the
mind, by rro means, is restored to its original tone or

* Read at a meeting of the Psychiatrical Society of New York,
1904.

vigor. The patient has only a "let-up/' and is never the
sound, vigorous-minded man he was previously. My
patients have been more, than cases of remission; their
condition of mind and body has been restored, practi¬cally, to a normal level. I am not asserting the existence
of remissions in paresis ; that is one of the admitted fea¬
tures in the natural history of the disease. What
I do assert is that in some cases in which the patient has
shown unmistakable evidences of a degenerative and
paretic process starting in the brain, this process has
been arrested, evidences of it have even sometimes en¬

tirely disappeared, and the patient has gone on with his
usual work.

I have not yet had patients under observation for
a sufficiently long period of years to enable me to say
that the paresis will never return. I can only argue
from analogy in the cases of tabes dorsalis, and since
we know that here the arrest of progress is sometimes
permanent, we may legitimately infer that when it has
occurred in paresis in the same way it may also be per¬
manent. I would say, further, that there is nothing
a priori impossible in the idea that paresis may be ar¬
rested and cured when it first starts in. We are able
to arrest degenerative processes in other parts of the
nervous system ; we arrest degenerative processes, or wp
see them arrested, in the kidneys, in the liver and in
other organs. Given a vigorous constitution poisoned
with disease, it may well be that when it is put under
the best possible conditions for fighting this poison,
when its known antidote has been administered with
heroic thoroughness, we might expect that the tendency
of the tissue to die may cease.

PSEUDOPAEESIS.

Also, in speaking of paresis, I wish to be understood
that I am speaking only of general paresis or paralytic
dementia, not of the so-called "pseudoparesis" of alco¬
holics or the "pseudoparesis" of syphilis. I have used
these terms personally, and I know they are widely
adopted as convenient expressions. I do not think, how¬
ever, that this term, "pseudoparesis," is a very fortunati
one, inasmuch as £hr> disorders above mentioned are

essentially simply foians of organic dementia, with an
entirely different pathologic basis and clinical course
from the real paresis. The so-called pseudoparesis of al¬
coholism, for example, is onlj an organic dementia, due
to the connective tissue proliferation, the vascular
changes, and the cellular atrophy brought on by the
continued use of alcohol. The pseudoparesis of syphilis
is simply a dementia brought on by the exudates of
syphilis, leading to more or less severe secondary changes
in the meninges and in the vascular supply. It is really
an organic dementia, due to an exudative inflammation
of the meninges and blood vessels. In true paresis the
organic changes are comparatively slight at the begin¬
ning, and are probably mostly of a parenchymatous na-
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ture. There is no exúdate and no early gross organic
change. It is true, however, that in the early stages of
paresis there may be some slight amount of luetic ex¬

údate, and that perhaps the degenerative changes in the
cell are started by this process. We know also that there
are cases of paresis in which there are both true primary
degenerative changes and real syphilitic exudates pres¬
ent at the same time, so that the patient may be said
to be suffering both from brain syphilis and from a

paresis. It is strictly analogous to the conditions which
occur in a spinal cord, where at times there may be a
true tabetic degeneration and at the same time a decided
syphilitic exúdate, so that we have both locomotor ataxia
and spinal syphilis together.

It is at this point that the weakness of my case, as I
freely admit, may lie. It may be and probably will be
contended that the cases which I assert are in the stage
of "praeparesis" are really cases only of slight exudative
brain syphilis, and that my patients have simply been
cured of a slight degree of a perhaps rather diffuse vas¬
cular and meningitic exúdate. To this I can only reply
that I have many times seen precisely this class of cases
passing directly into a condition of true paresis, and
that in all of my cases where there were admittedly
some symptoms of syphilitic exúdate, or some kind of
gross organic lesion, there were with it also decided psy¬
chical and somatic symptoms, such as occur only, or

mainly, in connection with the degenerative process of
paresis. An Argyll-Robertson pupil, for example, is
the sign of the onset of a degeneration, not of exuda¬
tion. At the very most, while admitting that my op¬
ponents may be academically right, I would claim that
they are practically wrong, for the reason that, basing
my argument on experience with other cases, I feel sure
that all or nearly all of these patients would have goneinto a condition of true paresis if they had been let
alone. Thus, when a patient who has given a distinct
history of syphilis develops a form of agitated melan¬
cholia, and at the same time shows signs of cerebral
degeneration, like the Argyll-Robertson pupil and dis¬
turbances in the knee reflexes, I should certainly be ap¬
prehensive that, under ordinary conditions, he would
eventually develop a paresis, for I have seen a number
of patients who entered paresis through this peculiar
gate of melancholia, with somatic signs as indicated.

Again, if a patient with a history of syphilis, after a
certain period begins to develop convulsions and shows
Argyll-Robertson pupils, exaggerated reflexes, then be¬
gins to develop symptoms of loss of memory, change of
character and disturbances of the instinctive feelings, I
should feel very certain that if left alone he would passinto the condition of paresis, for it is through the gate
of convulsive disturbances, epileptiform seizures and pe¬culiar somatic signs that paresis sometimes develops.

Still further, when a patient, who gives perhaps a
doubtful history of syphilis but whose life is such that
he might easily· have been subjected to it, and who has
a headache, an eye-palsy, and previous to that has for
some time shown great extravagance in action and ideas,with a decided change in character and weakness of
memory, I would hc±'e also feel very sure that a paresis
was developing.

Having observed the total disappearance of all these
symptoms, under treatment, and the restoration of the
patients practically to their former health, it has seemedto me that I may be right in claiming that it is possibleto arrest for an indefinita time a disease which is cer¬
tain to become a general p^-esis.

With these preliminary remarks, I submit the follow¬
ing records. They are not published in every detail
because it seemed to me not necessary. I have given
the salient facts with regard to the symptoms and
course; besides this, the patients were all private pa¬
tients of my own or of physicians who referred the cases
to me, and some of the patients were men of promi¬
nence, whose intimate lives and identity I should dislike
to expose. The histories should perhaps carry greater
weight for the reason that they are not records of hos¬
pital or dispensary cases, in which data are often uncer¬
tain and the mental development of the patients of me¬
diocre type :

CASE REPORTS.
Case 1.—M. S., aged 40, married; occupation, broker.
History.—Family history shows a very bad indirect hered¬

ity. The patient had an infection before he was 20, which was
treated. He had had seven healthy children. He had led a
life of much social activity and business excitement. Three
months before I saw him he began to get ideas of poverty and
self-reproach, and when I saw him he had a distinct melan¬
cholia.

Examination.—The pupils were unequal, the left larger than
the right; both distinctly Argyll-Robertson in type, though the
right reacted very feebly to light. He claimed, however, that
the left pupil had been larger than the right for fourteen years,
and that this condition was due to a sunstroke (?). The left
knee jerk was lively, the right weak. He had some tremor of the
hands, but none of the face. There was no speech disturbance.
He had had no seizures. Mentally he showed no dementia,
but only a very profound and anxious depression, with some
delusions of poverty and self-accusation. He suffered from
insomnia, but had no headaches, and had no cranial nerve pal¬
sies except those of the eyes, and no disorders of the spinal
centers or ataxia.

Treatment and Result.—He was seen by two physicians, one
a very competent neurologist, who thought that he was devel¬
oping paresis. He was sent to a sanitarium, where he was
put under active treatment. In six months he came back
practically well. The pupil of the right eye had become
normal; the left was the same as before; knee jerks same as
before. He has continued well and has been in active busi¬
ness now for over three years.

Case 2.—J. D. H., aged 37, married; merchant by occupation.Family History.—Direct heredity good; one sister had epil¬
epsy ; no other neuroses in the family.

Personal History.—He had a luetic infection twelve years
ago

.

He was a man of temperate habits, but worked extremely
hard. About two years before I saw him he began to run
down and complained of sensations of pressure on the side of
his h-.ad, which symptom continued very persistently.

Examination.—The pains and paresthesias extended down
the back of the neck and into the shoulders. Tn other words, he
had the annoying head, neck and shoulder paresthesias seen in
beginning paresis. As his condition grew worse he began to be
drowsy, and apparently required more sleep than normal.
Three weeks before I saw him he had had two convulsions of
an epileptiform character. At that time he was emotional and
depressed, crying easily, and having apprehensions about his
mind giving way. When seen by me he had been taking for
some days 15 grains of bromid iri the morning and 6 grains of
trional at night. At this time he was depressed, his memory
was poor, his speech was syllabic, but he had no tremor, and
the pupils were normal, as were also the knee jerks. He was
then having attacks of excitement at intervals with, at-times,
some brief delusions, but no hallucinations. He complainedof his head and was very depressed and apprehensive. He ap¬peared to me to have the physiognomy of a patient likely to
develop paresis, and the history of convulsions, his speech dis¬
turbance, his feeble memory and his melancholia, all pointedin that direction. At the time I made a diagnosis of paresis,
with a question mark.

Treatment and Result.—The patient was sent to the Wat-
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kins sanitarium, where he remained for several months under
the care of Dr. King. He had one more convulsion. He re¬

turned much improved and gradually recovered. He has con¬
tinued well to the present time, which is four years from the
period when I first saw him.

Case 3.—B. R., aged 34, married; occupation, business.
Family history negative.

History.—He has smoked a great deal. At 18 he had a

luetic infection and "secondaries," and was treated for two
years. Since that time he has had occasional periods of de¬
pression. In the two months before his visit to me he had
again become very much depressed and melancholy.

Examination.—When seen by me he had no objective symp¬
toms of any form of nervous syphilis. A week or two later
he complained that at times he had shooting pains in the legs,
the right pupil was then larger than the left, but the pupils
both reacted to light and to accommodation. The reflexes were

present, and he had no ataxia.
Subsequent History.—I lost sight of him then, but saw him

again six months later. He then complained that his memory
was poor, and that he was unable to concentrate his mind at
business. He felt generally weak. His speech was not per¬
fectly good, his articulation being somewhat thick at times,
and he now had a distinct facial tremor and Argyll-Robertson
pupils. His symptoms in general were those of forgetfulness,
inability to concentrate the mind, occasional headache, and dé¬
pression at times, though this had improved of late. This, it
seemed to me, was sufficient to justify a diagnosis of probable
paresis, and what I at first considered to be merely a mild
attack of melancholia seemed now to be probably a very seri¬
ous condition.

Treatment.—He was placed on mercury and tonics and sent
off to rest. He steadily improved, and at the present time,
now three and a half years since I last saw him, he is per¬
fectly well and has been attending to his work for the last three
years.

Remaries.—This might, perhaps, be interpreted as a case of
recurrent melancholia with cerebral syphilis, but I think that,
at least, with the speech disturbances, Argyll-Robertson pu¬
pil and facial tremor in mind, we may assume that a paresis
would naturally have developed.

Case 4.—J. R. K., aged 30; lawyer.
History.—He had an infection ten years before and was

thorough!}' treated for four years; he had had "secondaries,"
and during the last three years had had throat trouble, but not
of a specific character. His habits are good, except that he
has been a very hard worker. Two years before I saw him
he began to have a slight amount of ataxia, and at the same
time had some deafness. Six months ago the ataxia was very
much better. One month ago he had pain in the eyes and
diplopia, due to a paresis of the right externus.

Examination.—The fundus was normal. He had Argyll-
Robertson pupils. He had great exaggeration of the patellar
reflexes, no ankle clonus nor Babinski sign, some ataxia :>n

standing and locomotion; mentally he was very nervous and
excitable ; he was unable to concentrate his mind and had some

impairment of memory.
Remarks.—The diagnosis was made of impending tabo-pare-

sis. This was two years ago. Since then he has been
steadily improving and became able to resume work. He has
now been attending to his work as a lawyer regularly for
nearly two years, and though still ataxic and not by any
means well, his mental and physical trouble at least has been
improved and arrested.

Case 5.—S. B., aged 40, married; broker. Family history is
good.

History.—He has always been a very hard-working man;
he has smoked immoderately and drank moderately. He had
a luetic infection five years ago, with "secondaries," which were

thoroughly treated. I saw him first in October, 1903. For
nearly a year previous his mental condition had been changing.
His wife had noticed that he was more morose, less inclined
to social life, often unreasonable, and irritable and forgetful.
This was simply attributed to his overwork and to the excite¬
ment of his occupation. In August, 1903, he had an epilepti-

form attack during the hours of business. He recovered from
this promptly and continued his work. Later, in the month
of October, he had another epileptiform attack at night, fol¬
lowed by a period of maniacal excitement, lasting for one or
two hours, in which he became quite violent.

Examination.—I saw him the next day. He was a large,
robust man, with a very healthy physiognomy. Mentally he
seemed practically normal, although he was naturally much
disturbed and apprehensive over what had occurred. He ex¬

hibited to me no traces of forgetfulness or ideas of grandeur.
Physically he had distinctly the Argyll-Robertson pupils, and
the knee jerks were exaggerated; there was no facial tremor
or hand tremor. The writing was normal. He had no light¬
ning pains and no paresthesias.

Subsequent History.—This patient has now been under ob¬
servation for over a year. For some time he showed an abnor¬
mal exhaustibility and irritability, of both body and mind,
so that he tired very easily in walking, and had a disinclina¬
tion to the mental activity involved in social intercourse.
His disposition was for some time a good deal changed; he
was morose, childish and suspicious of his wife, unreasonable
and irritable. He, however, never showed any lack of judg¬
ment or any forgetfulness in business affairs; he was only
childish in his domestic and in certain social relations. After
about six months the pupils, which had been stiff, became nor¬
mal the knee jerks remained about the same. He had no fur¬
ther convulsive seizures. At the present time this patient seems
in every way to be a normal man. He had not had any
severe headaches, no lightning pains, no disturbance of the
spinal centers.

Remarks.—The probability of an impending paresis was
based on the very marked syphilitic infection, which had been
rather obstinate in his case, and the occurrence of two con¬

vulsions, without previous headaches, the change in his dis¬
position and character, the forgetfulness about things in his
domestic relations, a carelessness of speech and manner, which
were not natural to him, and the condition of his pupils. His
own physician, Dr. Sherwell of Brooklyn, and with whom I had
several talks about the case, shared with me, I think, though
perhaps to a less degree, the fear that he might develop par¬
esis. This was the club held over his very impetuous nature
which obliged him to change entirely his mode of life, and by
reason of which I think he escaped the catastrophe.

Case 6.—H. B., aged 43, married; occupation, broker. Fam¬
ily history unknown.

History.—The patient, from boyhood, had always been a

very hard-working, excitable man. He had lived a pretty fast
life, drinking considerably, but he was not a smoker. He was
a man whose habits of expression and thought were always
very extravagant, and whose business dealings had been, nor¬

mally, of a very large kind. He denied any specific infection,
but I am sure he had lived a life which would have exposed
him to it. In the spring of 1904 he was under a specially
severe strain and had lost a good deal of money. In June he
had a paresis of the left internal and right external rectus
for which he consulted Dr. Koller, who kindly referred him to
me.

Examination.—When I first saw him in July he talked in a

very extravagant and excitable way, telling me remarkable
stories about his business, which I believe were more extrava¬
gancies than actual delusions, and I learned from his friends
that this was his way of talking. He had double vision on
account of the internal rectus of the right eye. His pupils were

dilated, the left larger than the right, and neither reacted to
light, but reacted to accommodation; the optic nerve and
vision were normal. He had a fine tremor of the hands, but
none of the face or tongue, and speech seemed clear, though
occasionally there was a little slip; his writing also was fairly
good. The knee jerks were somewhat exaggerated, but there
was no clonus. He had no ataxia and no lightning pains.
The bladder and sexual functions were normal. The memory
did not seem impaired.

Treatment.—He was given a course of hypodermic injections
of mercury, and then went to Europe for six weeks, where he
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became more depressed. On his return he continued under the
treatment of Dr. Koller for his eye condition. He gradually
improved, both mentally and physically, until now his eye is
nearly normal; he has no tremor, the knee jerks are less exag¬
gerated, and his mental condition is, perhaps, better than it
ever was in his life.

Remarks.—This case might be interpreted as possibly one of
paresis, with a remission, but I feel very confident that he did
not have a frank attack of paresis when he came to see me,
and that he was then suffering only from a sort of grandiose
excitement, with Argyll-Robertson pupils, and an eye palsy.
A little further delay and he would have been fairly a par-
etic.

Case 7.—This case was less striking than the others, but,
taken in connection with them, it has significance.

Patient.—J. H., aged 46; family history good; designer.
History.—He had syphilis at the age of 23 and was treated

thoroughly by specialists. At 34 he had'some mental depres¬
sion and rheumatic pains. He was relieved by hypodermic
treatment with mercurials. He married at 37 and had a

healthy child. At 46 he had nervous attacks consisting of
agitation and trembling, and he has also had a good deal of
dyspepsia. On this was engrafted an "anxiuus depression" or
mild form of hypoehondriacal melancholia, which did not keep
him from work. He had no objective symptoms, but com¬

plained of his depression and dyspepsia. He gradually recov¬

ered, but a year later complained of entire loss of sexual
power, annoying failure of memory, difficulty In concentration
rand work, and dyspeptic symptoms. This condition continued
îfor a year, with some remissions, but finally he reported him¬
self as practically well of everything but his sexual weakness.
He had no symptoms of tabes at any time, except his sexual
weakness. I watched constantly for the development of signs
of paresis, but he had only the failure of memory, inability
to concentrate his mind, and the initial melancholia.

The patient, from the time he was 34 till he was 46, took
courses of mercury by injection. At first he took an injection
every two weeks for two years. They acted on him as a tonic,
the effect lasting for a week or more. Later he took the in¬
jections at much longer intervals.

These histories, I might repeat, may seem to present
inconclusive evidence of the real existence of paresis.
I think, however, that most of those who are familiar
with such cases will admit that they have seen paresis
beginning in this way and going on to the full-fledged
condition. Such cases certainly have occurred in my
experience, and usually after these initial symptoms
were already matters of the previous history.

The importance of recognizing paresis before it is in
a way real paresis is the very evident lesson of these
histories.

TREATMENT.

In conclusion, I would say a word only in regard to
the treatment of these conditions. It seems to me that
if the cases are recognized early there is no need of any
very novel methods of treatment; there were none em¬

ployed here. I believe that the patients should at once
be turned entirely from their former modes of life; that
they should be sent where they can get rest and fresh
air; that they should receive, if possible, hypodermics
of the bichlorid or salicylate of mercury, and that this
should be accompanied or followed with iodid of potas¬
sium and tonic measures. I attach special importance
to the effect of hypodermic medication, though all the
patients did not receive it. It is not always necessary
to give large doses, i. e., gr. % twice a week is some¬
times enough, but this may need to be kept up for two or
three months. In other cases gr. ii or even gr. iii once
or twice a week are required. The technic requires care.

During the course of treatment there should be a very
liberal use of lukewarm and hot bathing (a warm bath

every day and a hot bath once or more weekly), and
every possible attention should be given to the general
nutrition of the patient.

With these measures I believe that a good proportionof persons who are threatened with paresis can be per¬
manently helped, and it is my hope that the medical
profession will become trained to recognize these cases
so quickly that before many years we may get. the same

gratifying results in paresis that we do in tabes.
I have to express my obligations to Dr. Carl Koller,

Dr. Alex. Duane, Dr. Samuel Sherwell, Dr. Jas.  .
King of Watkins, and Dr. Sollace Mitchell of Jackson¬
ville, Eia., for referring some of the cases to me, for aid
in treatment and for furnishing me special notes for
the histories.

DISCUSSION.
Dr. A. E. Macdonald does not think that the diagnosis of

the cases reported by Dr. Dana, except the first one, was con¬

clusive. In such cases he looks for just such a suspension of
the symptoms as described by Dr. Dana. He has often found
it a very difficult thing to satisfy the friends of such patients
that treatment should be continued because the improvement
is so marked that they object to the patient remaining longer
in the hospital and claim that he has recovered.

Dr. Adolph Meyer said that it is difficult to say when gen¬
eral paralysis can be considered as established. The first case
that Dr. Dana quoted was such as could give rise to little
doubt, with its marked expansiveness, yet Dr. Dana took pains
to describe it as one of but slight exaggeration of attitude of
the normal Wall street man. A great deal of weight would
have to be placed on forgetfulness and on inconsistencies. In
one of the cases very little forgetfulness and no dementia was

said to be present in the account of the case, but from a retro¬
spective point of view, in the statement that the patient has
recovered, he is said to have recovered from his dementia.
The fact of there having been distractibility of attention be¬
fore is then interpreted as a beginning dementia. It is ex¬

ceedingly difficult to demonstrate with any certainty whether
one is dealing with an actual deterioration of memory for
several reasons. A physician should be especially cautious in
the use of the term dementia when the only evidence is a cer¬
tain feeling of insufficiency in the patient, an exhaustibility,
and in the interpretation, as he may be influenced by the sug¬
gestion that the patient has had syphilis. One would naturally
think that since general paralysis is a disease with a definite,
generally slow evolution we should come across "formes
frustes" which are merely approaching the period of decided
development. The cytodiagnosis should be positive, a point
of value, although the ordinary forms of syphilitic affection
have also positive reactions and not only general paresis. The
question of what constitutes paralysis has lately been brought
under consideration by Nissl, who has split off a diffuse
cerebral syphilis, and especially by Gaupp, who has lately re¬

viewed carefully the cases of so-called recovery from general
paralysis.

Dr. L. Pierce Clark said that the histories of the cases Dr.
Dana presented are suggestive of paresis and, in most of the
cases, he thought all would reach the same tentative diagno¬
sis. The final termination, however, would show the error in
diagnosis. We must demand the established clinical entity
of paresis, particularly mental deterioration. General paresis
may present a period when deterioration is but slightly in evi¬
dence, possibly a diagnosis at such a time would more nearly
approximate the contention of Dr. Dana. Dr. Clark's opinion
in the matter of the curability of paresis centered on the
question of early diagnosis. It has not been proven that such
a diagnosis is yet possible. In his asylum experience, cases
are often admitted so early in general paresis that another
diagnosis is entertained for a long time, yet recovery never
occurs. In such cases remission and non-progression of the
disease is often present for several years, yet the cases ulti¬
mately terminate in paresis. If iodids and mercury are at
all effective in suspected cases then the diagnosis of paresis is
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doubtful. He has never known paresis to be favorably influ¬
enced by these drug agents. Improvement and remission, on

the other hand, are brought about by general care, hydro-
therapeutics, diet, rest and quiet, simple living. Paresis from
a chemico-pathologic, as well as a clinical viewpoint, is a

parasyphilitic affection, a postsyphilitic toxic disease. It is
beyond the reach of antisyphilitic remedies, and it is impor¬
tant to remember also that in many undoubted cases of paresis
these drugs do harm. Hö looked on Dr. Dana's first case as

one of probable paresis with remissions; he thought the others
were anomalous types of cerebral lues. He thought that the
curability of early general paresis is mentally conceivable, but
that we are very far from realizing its practical accomplish¬
ment at present; therefore, it may be classed as one of the
most hopelessly incurable mental diseases.

Db. Flavius Packer said that those who are engaged in
asylum practice must look on paresis as practically incurable.
He has seen cases which presented long periods of remission
yet they returned, and when he was satisfied with the diag¬
nosis the incurability of the disease has never been ques¬
tioned. One patient left the hospital and was away a year
and a half when he returned.

Dr. Carlos F. MacDonald thought that the correctness of
Dr. Dana's attitude respecting the curability of paresis hinges
on the correctness of the diagnosis. His view of paresis, or

more properly, general paralysis of the insane, is that this
is a form of insanity having a distinct entity and essentially
different from any other form of insanity, just as scarlet
fever differs from smallpox, having its own pathology and
clinical history, with a characteristic combination of diag¬
nostic symptoms which alone would warrant a diagnosis.
Many writers speak of making a diagnosis of paresis with¬
out mental symptoms but he contended that this is a very
difficult thing to do in any form of insanity. Without men¬
tal symptoms one can scarcely make a diagnosis of mental
disease. Paresis, at the outset, has somatic symptoms which
sometimes precede the fully developed mental symptoms. He
has long since come to regard paresis as an absolutely hope¬
less form of disease so far as recovery is concerned. He is
inclined to question the correctness of Dr. Dana's diagnosis
made in the predeveloped stage of the disease if those pa¬
tients fully recovered. The first case cited struck him as

being a well-marked, almost typical case of paresis, both as

regards the mental and the physical symptoms. He would
regard the patient's declarations as evidence of a pronounced
delusion : also that he was in the delusional state was shown
by his manner and appearance as described. Dr. MacDonald
has never known a complete and permanent recovery from
true paresis, and he has been led to doubt the diagnosis in
many cases, but he has never known an authentic recovery
from paresis. Those cases that have recovered were in his
opinion not true, but pseudoparesis, probably of the syphilitic
or alcoholic variety. He asked Dr. Dana how he would classify
those cases which are described and classified by most writers,
as pseudo general paresis, either alcoholic or syphilitic. He
said that in a considerable number of cases it is doubtless true
that syphilis must be regarded as an etiologic factor, but there
is a certain proportion in which syphilis does not enter as a

cause. He could not understand how one would be justified
in assigning syphilis as a cause in those cases in which there
is no evidence whatever of syphilis in the history. He quite
agreed with Dr. Dana that occasionally, though rarely, cases
of paresis improve, both mentally and physically, sufficiently to
enable them to return to their homes and to resume their
business and social relations for a time, but in his opinion,
such cases never make a true recovery, and if the diagnosis
has been correct, they invariably relapse and eventually termi¬
nate fatally.

Dr. William Hirsch thought that, up to the present time,
the feeling in general has been that general paresis is an in¬
curable disease. He has always taken the standpoint that when
a ease has been diagnosed as general paresis and. after a rea¬
sonable time, the patient seemed to get well, that a wrong
diagnosis has been made.

The question whether general paresis in the early stages is

a curable disease or not should not result in a priori state¬
ment before we have absolute evidence for calling it an in¬
curable disease. He regarded the first case as one of remissions
and did not agree with Dr. Dana that with these remissions
the patient may recover so long as the remissions remain; he
regarded the remissions as only a partial recovery. He men¬
tioned one case in which the patient has been treated in an in¬
stitution many years. The patient was an officer in the Ger¬
man army and had a clear case of general paresis. He had
all the classical symptoms. He was engaged to the daughter
of a general. After six months he had his remission; it was
such that his family insisted on his going home and he was,

therefore, discharged. The family was told regarding his con¬

dition, that he was not cured but only had a remission. He
asked permission to marry but did not seek medical advice.
He married and remained apparently well for one year and his
wife gave birth to a healthy child. After one year the disease
developed and he died within a year of general paresis. Dur¬
ing this one year he had been perfectly well, all the somatic
and mental symptoms having entirely disappeared. This is
only one of many cases that he could report where the remis¬
sions have been such that nobody could find any symptoms of
any kind. The minds cleared up perfectly. He believed that
one should be extremely careful in drawing any conclusions as
to the curability' of the disease and one should demand that
three or four years should elapse before drawing any con¬
clusions.

In Dr. Dana's second case one should consider the differ¬
ential diagnosis between general paresis and lues cerebri and
this is often very difficult. Some of the cases present all the
classical symptoms of cerebral syphilis and some of cerebro-
spinal meningitis. One of the chief differential points relates
to the reflexes ; when there is a difference in the patellar re¬

flex the point is in favor of syphilis. In general paresis, the
patellar reflex is exaggerated or absent. The same applies to
the pupil reflexes. The diagnosis of general paresis and of
syphilis is extremely difficult especially during the early stages.
If the patient recovered under antisyphilitic treatment he
would always leave it open whether or not 1he case was one of
cerebrospinal syphilis. He said that he is a firm believer in
the importance of syphilis as an etiologic factor in these eases
but undoubtedly there are cases of general paresis in which
there is no history of syphilis at all. He referred to a patient
from San-Francisco who had general paresis; in this instance
it could be proved beyond a doubt that there was no history of
syphilis. He said he knew of several cases where syphilis was
not ony denied but it could be proved that it was not present.
If it were necessary to demand mental deterioration in making
a diagnosis of the early stages of the disease, one could never
make such a diagnosis. He believed that physicians, as a rule,
are proud of the ability to make diagnosis of general paresis
so much earlier than they did twenty or thirty years ago. The
question should be left open whether or not general paresis
is curable.

Dr. Allan McLane Hamilton said that, so far as his
experience goes, he has never seen a case of true general paresis
cured. The cases that have recovered have been those

"

of
alcoholism, the pseudoparesis of Fournier, and obscure ex¬

amples of drug habits. He could not imagine such serious
conditions as those described by Dr. Dana with profound or¬

ganic changes, and generally absent deep reflexes, where the
treatment employed, or in fact any other, could have given
such astonishing results.

Dr. Charles L. Dana said that he believed that a more con¬
servative view must be taken of this question of the curability
of paresis and he thinks that most of the criticism of his
position is based on misapprehension. He used the term cured
or arrested with reference only to the early stage of paresis, a

stage for which the term preparetic may be applied. He had
seen personally a large number of patients in whom the symp¬
toms described in his paper occurred hut then had gone on
to develop general paresis in spite of treatment in some cases,
or without any treatment in others. If one would go back in
the history of two paretics two or three years before the pa¬
tients reached a hospital one would find, in a considerable
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proportion of cases, that they had had precisely the same
conditions he had described in his paper; and he believed that
it was the duty of psychiatrists and neurologists to be able
to recognize the condition in the early stages when it is pos¬
sible to stop the progress of the disease. He does not believe
that they are able to stop the disease in any case unless it
is diagnosed early. He does not claim that the eases he re¬

ported are real cases of general paresis as ordinarily described
but only that they would become so. He agreed with Dr.
MacDonald that when paresis is in full bloom it is an incurable
disease. He said that he hesitated to bring up the subject of
the relation of paresis to syphilis because he thinks the sub¬
ject is a closed one. He believes that it is generally accepted
that syphilis has the same relation to paresis that it has to
tabes. Every year the proportion of cases of syphilis and
paresis increases, and for practical purposes syphilis may be
considered the chief factor in its production. In alco¬
holic pseudoparesis there is a sort of chronic mental de¬
terioration or dementia and he prefers to call these cases alco¬
holic dementia rather than to use the term paresis, because
these cases do not present any close resemblance to the pic¬
ture of paresis. Syphilitic pseudoparesis is really an exuda¬
tive cerebral syphilis taking the form of a general syphilitic
meningitis or arteritis. Cases of so-called pseudosyphilitic
pseudoparesis sooner or later develop a true paresis. Some of
the cases he thinks it would be better to term organic dementia
of syphilitic origin. He said that regenerative processes are
not always progressive. He has even seen cases of progressive
muscular atrophy of a typical kind arrested for years. In
answer to a question Dr. Dana said that loss of the knee jerk
is a clinical fact and that it is probably explained by the fact
that there has been a syphilitic lymphangitis or exúdate, and
that when this is absorbed the reflex returns.

In answer to another question he said that in tabes some¬
times there is both a degeneration and an exudation ; the
antisyphilitic treatment would remove the latter and the re¬
flexes then would be restored.

Dr. MacDonald assumed that the symptoms of true paresis
are both outward expressions of organic disease in the central
nervous system, that is, in the central cortex and asked Dr.
Meyer if it would not follow that the condition would neces¬
sarily be an irrevocable one?

Dr. Meter said that is the burning question, especially since
the investigations of Alzheimer and others have divided off
a new process as a diffuse cerebral syphilis, distinct from the
condition of a general paralysis process. Since these investiga¬
tions the whole situation has been made more complex. Dr.
Meyer stated that he believed with Dr. Dana that we should
give all our attention to therapeutics, even though general
paralysis be probable, and that we should at least strive for
a remission as if the disease could be cured. He has doubts
whether these really curable conditions are accompanied by
the typical changes of paresis and can be verified anatomically.
On the other hand, he has not had any cases of general paresis
that he could vouch for clinically without showing definite
changes in the central nervous system, organic changes with
participation in it of the blood vessels, neuroglia, derange¬
ment of certain elements in the cortex, etc. He mentioned a

patient of Dr. Howard, at the Rochester State Hospital, who
had "general paresis" for two years, and who then passed
into a paranoie condition with marked expansiveness and some
paralytic symptoms of inconsistency, etc. When this patient
was examined by Dr. Meyer a few months before he com¬
mitted suicide, there still were a certain number of symptoms
that could safely be classed as belonging to general paresis.1
In this case there was only a residual of the disease process
to be found, both clinically and in the microscopic examina¬
tion. He said we must further admit that occasionally there
are cases of protracted type, cases of general paralysis that
cannot truly be described as "progressive" general paralysis,

1. A self-satisfied, unreasoning, expansive delusional system
with peculiar inconsistencies, inability to give the date of mar-
riage or the year of the birth of a son. slight hesitancy of speech,
tremor of tongue, no elbow or thumb reflex on the left, exaggerated
knee jerks, no eye symptoms, unsteady writing with omission of
letters.

cases that became arrested for from ten to fifteen years or

even more. Hence, we should not, a priori, exclude the pos¬
sibility of a lasting remission at the outset.

Dr. Dana said that if the earliest symptoms of general
paresis could be recognized it might be possible to arrest the
process and the patient might become practically a healthy
man; i. e., if the brain cells were not sufficiently destroyed by
the paretic process to interfere with a sound mental action.

Dr. Meyer said that nature is evidently vicious regarding
that point. The important point about general paresis seems
to be finding out what makes general paresis a progressive
disease. If one could determine that, much would be gained.
But at present nothing of that sort is at hand.

Dr. Dana argued that there is an allied condition in tabes;
in tabes the diseased process can be arrested and the patient
have no more than simple tabetic pains.

Dr. Hirsch stated his belief that in general paresis as well
as in organic diseases the clinical symptoms preceded what
is called the anatomic changes. It is a fact that in very early
stages when the clinical symptoms are developing, the micro¬
scope does not reveal changes in the tissues.

PNEUMATOCELE OF THE CRANIUM.*
L. L. McARTHUR, M.D.

CHICAGO.

In calling attention to pneumatocele of the cranium I
do so not with the idea of conveying some new or im¬
portant information or advanced treatment, but rather
to recall to mind a decided rarity, if we may judge from
the few recorded cases, and to make easier, perhaps, the
recognition of future cases.

What I can at least offer is the record of an additional
case and a thorough résumé of the literature, which I
will present as briefly as possible, with a synopsis of all
recorded cases. These number as yet but 33, of which
23 were occipital, 10 frontal. With a full bibliography
added it will be an easy matter in the future to make
reference to this subject.

Patient.—A. C, aged 63, was admitted to the hospital May
26, 1902, and was operated on June 17, 1902.

History.—Two years ago the patient noticed a small tumor
mass about the size of a bean just above and behind the ear ;
it grew to the size of an egg. It was lanced by Dr. Frank, but
reappeared In four days and since has gradually grown to the
present size. When the tumor is pressed the patient says "it
feels like air coming from the ear." He has pain all the time
over the tumor. He says that he can not hear from left ear ;
he never had earache.

Examination.—His general appearance is that of an aged
man of good'build. His muscular system is somewhat flabby.

Head: The eyes react to light and to accommodation. The
right eye has a nebula on the cornea; the left eye has ptery-
gium extending over the edge of the cornea.

Mouth: The upper teeth have nearly all disappeared except
for a few roots. The tongue has a whitish coating.

Cranium : Over the left portion of the cranium, over the pos¬
terior inferior portion of the left parietal bone, over nearly
the entire occipital bone and over the posterior portion of the
left temporal bone is a large bulging tumor. The scalp cov¬

ering is very tense but can be compressed against the bone
beneath. A hollow tympanitic note is elicited on percussion.
There is no fluctuation and no pulsation. The bone beneath
seems thinned, and in some places small fragments can be
moved about. No cerebral symptoms appear when pressure is
exerted on the scalp. The contents of the tumor are not re¬
ducible. There are three areas where the bulging is more

marked, as if there were separate compartments, and there is
some pain on pressure.

* Read at the Milwaukee meeting of the Western Surgical and
Gynecological Association, 1904.
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